Perinatal anxiety
disorders: Assessment and
management

By Marian L. Farrell, PhD, PMH-NP-BC, PMH-CNS-BC, CRNP n anxiety disorder can
disrupt a woman’s abil-
ities to enjoy life and to

self-care. When an anxiety disorder

is present during the perinatal
facilitate early diagnosis, guide management, and optimize period—that is, during pregnancy
and/or the first year postpartum—it
can change how a woman expe-

Routine assessment for perinatal anxiety disorders, using
established diagnostic criteria and standardized tools, can

outcomes for pregnant women and their offspring.
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child.! Limited data suggest a pos-

sible association between severe
XN / perinatal anxiety disorders and

7 féffﬂg% Y& 74 adverse pregnancy outcomes such

g ' as preterm birth, low birth weight,
and postpartum depression.23 In
addition, maternal anxiety disorders
have been linked to developmen-
tal and mental health problemsin
offspring.2* Healthcare providers
(HCPs) who see women during
pregnancy and postpartum need to
know the risk factors and signs and
symptoms associated with perina-
tal anxiety disorders so that these
disorders can be identified early
and treated as needed. This article
focuses primarily on assessment
for and management of a common
anxiety disorder—generalized anx-
iety disorder (GAD)—in this patient
population.

Generalized anxiety
disorder

Generalized anxiety disorder (GAD)
is a mental disorder characterized
by frequent and intense worry or
anxiety about many aspects of one’s
life (e.g., health, work, family), even
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if these aspects of life are going
well.> A person with GAD has diffi-
culty controlling this anxiety, which
can interfere with daily functioning.

Prevalence

Approximately 40 million adults

in the United States, or 18% of the
adult U.S. population, are diagnosed
with an anxiety disorder each year,
with 22.8% of these cases classified
as severe.® In addition to GAD, anxi-
ety disorders include phobias, social
anxiety disorder, post-traumatic
stress disorder (PTSD), panic disor-
der, and obsessive-compulsive dis-
order. Many adults have more than
one anxiety disorder.® GAD, with a
prevalence of 3.1% and an average
age of onset of 31 years, is twice as
common in women as in men.>’
Anxiety disorders affect 4%-39% of
women during pregnancy and up to
18% during the postpartum period.2

Risk factors

Perceived lack of partner and/or
social support, a history of intimate
partner violence or other abuse, a
personal history of mental illness,
having an unplanned or unwanted
pregnancy, past or present preg-
nancy complications, and past
pregnancy loss are risk factors for
perinatal GAD.? Women experi-
encing a high-risk pregnancy are
also at greater risk for developing
GAD.'%1" Other risk factors for peri-
natal GAD include failure to com-
plete high school, unemployment,
and nicotine use.'?

Symptoms

Some degree of anxiety is common
during pregnancy and postpartum,
so HCPs should aim to differentiate
between “normal” anxiety and GAD.
Persons in the general population
with GAD may report trembling,
twitching, shakiness, muscle aches,
sweating, nausea, diarrhea, and

an exaggerated startle response.”
In the perinatal period, GAD may
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manifest as excessive and persistent
nervousness, worry, or even panic
about pregnancy and childbirth, the
infant’s health, and parenting. Phys-
ical features—in addition to those
listed for GAD in general—may in-
clude stomach pain, headaches, diz-
ziness, palpitations, and shortness
of breath.'3 GAD can exacerbate
sleep disturbances and fatigue in
women during the perinatal period.
Because anxiety and depressive dis-
orders often co-exist, a pregnant or
postpartum woman with GAD may
exhibit manifestations of depression
as well.'#

Screening for perinatal GAD
Routine screening is essential for
early recognition of GAD, which may
otherwise go undetected and un-
treated in pregnant and postpartum
women. Some of the most common
clinical features of GAD may be
attributed to normal physiologic
changes of pregnancy or expected
psychosocial adjustments to preg-
nancy and child care. A woman
may be reluctant to report signs/
symptoms of GAD for fear of being
perceived as an excessive worrier or
a hypochondriac.

The American College of Obste-
tricians and Gynecologists (ACOG)
advises screening women at least
once during the perinatal period for
anxiety and depression using a stan-
dardized, validated tool.’> Although
ACOG does not provide a recommen-
dation for timing or frequency of this
screening, the organization does ad-
vise HCPs to closely monitor women
who have a history of, or risk factors
for, anxiety or depressive disorders.

Two anxiety screening instru-
ments used in both pregnant and
postpartum women are the Gener-
alized Anxiety Disorder-7 (GAD-7)
and the Perinatal Anxiety Screening
Scale (PASS). The GAD-7 is a 7-item
self-report questionnaire created to
identify essential areas of anxiety
(worry, restlessness, irritability, and
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fear) and its severity in the previous
2 weeks.'617 The reported internal
consistency of the GAD-7 is excellent
(Cronbach’s a, .92), and its test/retest
reliability is good (intraclass correla-
tion coefficient [ICC], .83). The PASS is
useful throughout the perinatal pe-
riod to assess for a range of anxiety
symptoms.'81° Principal component
analyses suggested a 4-factor struc-
ture addressing symptoms of acute
anxiety and adjustment; general
worry and specific fears; perfection-
ism, control, and trauma; and social
anxiety. The PASS is validated for use
in hospital, mental health, and com-
munity samples and has excellent
reliability (Cronbach’s g, .96) and test/
retest reliability (ICC, .74). The Box
lists various anxiety screens and pro-
vides links to them for easy access.

Validated anxiety screening
instruments with a postpartum fo-
cus include the Postpartum Worry
Scale-R (PWS-R) and the Penn State
Worry Questionnaire-10 (PSWQ-10).
The PWS-R was developed to iden-
tify the degree of uncontrollable
worry, a major symptom of GAD in
postpartum women.20 This revised
format of the original PWS includes
items related to the mother’s per-
ception of the infant’s well-being in
terms of health and development
and the mother’s relationship with
her child.?'22 The PSWQ-10 mea-
sures worry, often described as the
cardinal feature of GAD.?3 Although
the PSWQ-10 cannot distinguish
GAD from major depressive disor-
der, it can track worry, which may
affect both treatment and recovery.
The Edinburgh Postnatal Depres-
sion Scale (EPDS) has an anxiety
subscale (EPDS-3A) and can reliably
differentiate between depression
and anxiety.?*

Establishing rapport with patients
facilitates a discussion of the clin-
ical features of anxiety, screening
test results, and treatment options.
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HCPs need to determine the extent
to which anxiety, worry, and/or the
physical manifestations of anxiety are
causing impairment in social, occupa-
tional, or other areas of functioning.

Box. Anxiety screens

Generalized Anxiety Disorder-7A

Perinatal Anxiety Screening ScaleB

Postpartum Worry Scale-Revised®

The Penn State Worry
Questionnaire®

Once perinatal anxiety is identi-
fied and diagnosed, the next step is
to determine whether an underlying
condition might be causing the
signs/symptoms or exacerbating
their severity (e.g., substance misuse/
abuse, a physical health condition),
as well as whether co-existing psychi-
atric conditions such as depression,
substance abuse, bipolar disorder,
psychosis, schizophrenia, or PTSD
might be complicating the picture.
Referral to a mental health special-
ist isimperative when a pregnant
woman has suicidal ideation, a co-ex-
isting psychiatric condition, or need
for a complex medication regimen.
HCPs providing perinatal care should
have resources available for initiating
a multidisciplinary team approach in
treating perinatal anxiety.2>26

If perinatal anxiety is determined to
be the primary problem, cognitive
behavioral therapy (CBT), the first-
line treatment for anxiety in the gen-
eral population, is a reasonable first
approach.?’ Although less studied in
women with perinatal anxiety, CBT
has been shown to be effective in
treating postpartum depression.28:2
Additional nonpharmacologic op-
tions include mindfulness-based
cognitive therapy, interpersonal
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therapy, psychodynamic therapy,
acupuncture, and massage.3® When
nondrug therapies are ineffective or
only partially effective, medication
may be indicated. In these cases,
HCPs and patients should weigh the
risks of not fully treating the anxiety
disorder, the potential risks to a fetus
exposed to the medications chosen,
and the potential benefits of easing
the anxiety disorder.

Selective serotonin reuptake
inhibitors (SSRIs) and serotonin-nor-
epinephrine reuptake inhibitors
(SNRIs) are first-line drugs for the
treatment of moderate or severe
anxiety disorders.3' The Table lists
commonly prescribed SSRIs and
SNRIs, as well as their recommended
daily doses and side effects.3! Taken
together, data obtained over several
years suggest that SSRIs and SNRIs
are not teratogenic or associated
with adverse pregnancy outcomes.
Studies of the use of the SSRIs ser-
traline, fluoxetine, and citalopram
during pregnancy provide the
largest databases indicating no tera-
togenic effects.3233 Although study
results are conflicting, some reports
have suggested a small increased
risk for congenital heart defects
associated with use of paroxetine
during pregnancy.343° No terato-
genic effects have been reported
with use of SNRIs during pregnancy,
although these agents may be asso-
ciated with a small increased risk for
pre-eclampsia.3®

The SSRIs fluoxetine and parox-
etine and the SNRI venlafaxine, if
taken around the time of birth, have
been most closely associated with
postnatal adaptation syndrome
(PNAS).3” However, a recent study
found that these agents did not
cross the placenta to a greater ex-
tent than other antidepressants.3”
Maternal use of SSRIs in late preg-
nancy may also be associated with
a potentially increased risk of per-
sistent pulmonary hypertension of
the newborn.38 The absolute risk

is small, and, according to a recent
study, the increased risk appears
more modest than that suggested in
previous studies.38

Both SSRIs and SNRIs may be
used for treatment of an anxiety
disorder in a woman who is breast-
feeding.3*3? Infants whose mothers
are using the SSRIs fluvoxamine,
paroxetine, or sertraline or the SNRI
venlafaxine have been found to have
low or undetectable serum drug lev-
els, and no adverse effects have been
reported.40

In the general population, use of
benzodiazepines should be reserved
for acute anxiety on a short-term
basis because of the multiple associ-
ated risks: worsening of depressive
symptoms, possible dependence,
and possible overdose.32 Benzodi-
azepine use should be avoided in
pregnancy because of these risks.
Some data show a small increased
risk for preterm birth, low birth
weight, and floppy infant syndrome
(hypotonia) in infants whose moth-
ers used benzodiazepines during
pregnancy. Data are inconclusive
in terms of any teratogenic effect.
If benzodiazepines are considered
for women who are breastfeeding,
those with a shorter half-life such
as lorazepam and oxazepam are
preferred because they are reported
to result in low levels in breast milk
and because they do not cause ad-
verse effects in breastfed infants.3441
Alprazolam and diazepam, with
longer half-lives than some of the
other benzodiazepines, should be
avoided because of reports of infant
sedation 3441

Perinatal anxiety is fairly common,
and, when severe, has been linked
to adverse pregnancy outcomes
and to developmental and mental
health problems in offspring. Early
identification of and intervention for
perinatal anxiety can help alleviate
signs and symptoms, improve the
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Medications used to treat perinatal anxiety3!

Medication

Daily dose

Common side effects

(Pristiq®)

Fluoxetine (Prozac®) 20-80 mg
Sertraline (Zoloft®) 50-200 mg
Citalopram (Celexa®) 20-40 mg
Paroxetine (Paxil®) 20-50 mg

Venlafaxine (Effexor®)  75-225 mg
Duloxetine (Cymbalta® 40-60 mg
Desvenlafaxine 50-100 mg

Selective serotonin reuptake inhibitors

Decreased appetite, nausea,
constipation, dry mouth,
sedation, agitation, tremors,
headache, dizziness; may
be activating for individuals
with undiagnosed bipolar or
psychotic disorder

Serotonin-norepinephrine reuptake inhibitors

Headache, nervousness,
insomnia, sedation, nausea,
diarrhea, decreased appetite,
hyponatremia, increase in blood
pressure (dose dependent)

Nausea, diarrhea, decreased
appetite, dry mouth, constipation,
insomnia, sedation, dizziness,
sweating, urinary retention,
increase in blood pressure

Insomnia, sedation, anxiety,
dizziness, nausea, vomiting,
constipation, decreased appetite,
hyponatremia, increase in blood
pressure

perinatal experience, and reduce
the risk for adverse outcomes. HCPs
need to screen women for anxiety
both during pregnancy and post-
partum. When anxiety is identified,
HCPs should conduct further as-
sessment to determine whether the
patient has a co-existing psychiatric
disorder that merits referral and
collaboration with a mental health
specialist. Nonpharmacologic
treatments such as CBT should be
considered as first-line treatment,
although some women may require
medication to manage symptoms
adequately. Risks and benefits of
using medications to treat anxiety
during the perinatal period should
be considered on an individualized
and ongoing basis. °
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